Background : Untimed simulated primary care consultations focusing on safe and effective clinical outcomes were fi rst introduced into undergraduate medical education in Otago, New Zealand, in 2004. We extended this concept and included a secondary care version for fi nal-year students. We offer students opportunities to manage entire consultations, which include making and implementing clinical decisions with simulated patients ( SP s). Formative feedback is given by SP s on the achievement of pre-determined outcomes and by faculty members on clinical decision making,
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Keele University School of Medicine , Keele , Staffordshire , UK SUMMARY Background : Untimed simulated primary care consultations focusing on safe and effective clinical outcomes were fi rst introduced into undergraduate medical education in Otago, New Zealand, in 2004. We extended this concept and included a secondary care version for fi nal-year students. We offer students opportunities to manage entire consultations, which include making and implementing clinical decisions with simulated patients ( SP s). Formative feedback is given by SP s on the achievement of pre-determined outcomes and by faculty members on clinical decision making, medical record keeping and case presentation. Methods : We explored students' perceptions of the educational value of the sessions using post-session questionnaires ( n = 194) and focus groups ( n = 36 participants overall). Results : Students perceived that the sessions were useful, enjoyable and relevant to early postgraduate practice . They identifi ed useful learning in time management, communication, decision making, prescribing and managing uncertainty. Students identifi ed gaps in their knowledge and recognised that they had been offered opportunities to develop decision-making skills by having to take responsibility for whole consultations and all the decisions included within them. Most students reported positive impacts on learning, although a small minority reported negative impacts on their perceptions of their ability to cope as a junior doctor. Discussion : These simulated consultation sessions appear to lead to the effective learning of a range of skills that students need in order to work as junior doctors. Facilitators leading such sessions must be alert to the possibility of educational harm arising from such simulations, and the need to address this during the debriefi ng. With the agreement of colleagues at Otago, we built on their principles to extend the concept for our fi nal-year students in both primary and secondary care settings (Table 1 ).
Students
In the primary care setting, students consult individually, use the practice ' s electronic medical records system and call simulated patients (SPs) from the waiting room. Two clinicians are available by phone to simulate senior colleagues who can give advice or simulate referral-receiving staff in other services. Students must identify the role of the person from whom they need help so that it can be adopted by these clinicians. Students must frame clear questions and present cases as they would in real life, and are assessed and given feedback on this. The cases are designed to refl ect typical, although simplifi ed, consultations in general practice. Examples of the cases are shown in Box 1 .
In the secondary care setting a simulated nurse station is staffed by a nurse educator, and a postgraduate trainee doctor can provide information and support. Students can seek help from these colleagues as they would in clinical practice. To add authenticity, the nurse asks students to undertake prescribing tasks between the simulated patient cases, and students must make sure that they have enough information to respond to the request safely.
The tasks refl ect those that a recently qualifi ed doctor in their fi rst year after graduation would be expected to undertake in a ward setting. Examples are given in Box 2 .
For each case, a number of clinical outcomes are identifi ed that are safe and effective based on current evidence. Some relate to the SPs' experiences in the consultations, and others are identifi ed by faculty members from the students' clinical records of their interactions.
The SP outcomes are written in non-technical language from the patient ' s perspective. For example, an outcome for a patient with newly diagnosed hypertension would be 'I am willing to take the medication prescribed today' . Inherent in this is confi rmation that a discussion has taken place about the reasons for the prescription, and the risks and benefi ts of taking it, as well as considering the patient ' s values, which would not be the case if the outcome simply stated 'the student gave me a prescription for blood pressure pills' . For this same case, an outcome identifi ed from the clinical records would be 'an appropriate drug was prescribed in an appropriate dose to treat the 
Box 1 . Examples of cases in primary care
• A middle-aged woman has symptoms of a urinary tract infection; students must decide on an appropriate management plan.
• A woman who has recently started taking the combined oral contraceptive pill describes migraine with aura; the students must decide on a management plan that should include stopping the contraceptive pill and changing to an appropriate form of contraception.
• An elderly woman complains of a cough for more than 4 weeks; students must take a history to make a working diagnosis and then arrange appropriate investigations.
Box 2 . Examples of cases in secondary care
• A patient is worried about taking care of things at home and wishes to leave hospital very soon after abdominal surgery; the student must counsel him about the risks, and if he insists on leaving must complete the relevant documentation.
• A patient due for discharge falls out of bed; the student must assess the patient for injury and make a decision about further management.
• A patient with diabetes is admitted for planned surgery; the student must complete the drug card for the management of the diabetes using an insulin sliding scale.
patient ' s hypertension' . SPs give feedback on the achievement of outcomes. They also identify and describe one particular strength in the consultation, and one area for development, giving specifi c advice about what exactly needs to improve from the perspective of the patient (see Box 3 for examples).
There is a 1-hour debriefi ng after each clinic in which the safe and effective clinical outcomes are discussed for each case. Students are encouraged to consider what might happen to patients if these outcomes are not achieved. They are offered one-to-one debriefi ng with faculty staff if either the student has concerns about their own performance or if the supervising faculty member has concerns.
METHODS
We evaluated the pilot clinics in both settings using post-session questionnaires ( n = 194) and focus groups ( n = 13 student participants in primary care and 23 in secondary care).
The focus groups were scheduled for 1 hour on each occasion. They were conducted by members of staff who were experienced in leading focus groups with students for evaluation of educational activities, and who were not directly involved in the design or delivery of the sessions.
The questionnaire is included in Appendix S1 , and the focus group topic guide is presented in Appendix S2 (published online as supporting information). Ethics approval was obtained from the school ' s ethics committee, and consent was sought from students for data and quotes to be used in publications and presentations. Analysis was thematic and focused on the students' perceptions of the educational value of the sessions. The themes were identifi ed from the data, and refi ned in discussion. We identifi ed the total staff costs and (for primary care) the costs of renting the facilities at the practice.
RESULTS
In primary care students saw between two and fi ve cases (mean 3.5), and in secondary care students saw between one and four cases (mean 2.2).
Students reported that they enjoyed the sessions.
It was a really fun experience! It was unpressurised but allowed me to learn so much in such a short amount of time They considered that the material was relevant to junior doctors' clinical practice .
The most commonly described learning concerned prescribing, communication (with patients, relatives and colleagues, and particularly nurses in the secondary care setting), processes around discharging patients and time management.
The students identifi ed useful learning regarding time management, independent working, decision making and implementation, the use of clinical guidelines in practice and the importance of record keeping. There was evidence that some students learned about managing uncertainty, particularly in the primary care setting.
Cases are never black and white, there are always shades of grey…so it ' s about judgement as well Taking responsibility for the whole encounter was identifi ed in both settings as the key to learning: they had to make decisions and act upon them to complete the consultation, without being able to opt out at the decision-making point. As one student put it, 'You can ' t play the student card', by which they meant that they could not opt out of making decisions about the patient and the management plan by deferring them to senior staff because of being a student.
Negative comments included the reduction in authenticity arising from the lack of physical examinations as a result of consulting with SPs and a lack of 'model answers' in the debriefi ng session. Logistical issues reported by students included patients not always being available, inconsistencies in simulated clinical records and SP roles, and problems with primary care computer systems.
Staffi ng and costs
In both settings, sessions are staffed with three clinicians and an administrator. Two clinicians staff the phones in primary care, or the nurses' station in secondary care, and assess students' case presentations. The third clinician performs the debriefi ng and all three clinicians assess students' clinical records. The administrator briefs and directs students, and coordinates the sessions. The sessions have been run for groups of between fi ve and eight students at a time, and cost £150 per student in primary care and £100 per student in secondary care.
DISCUSSION
Students reported that they enjoyed and valued the sessions. They perceived them to be useful formative assessments of clinical skills and good preparation for early clinical practice after graduation. Although the sessions are resource intensive, they appear to lead to effective learning for students.
Most students reported that as a result of the SECO session they felt more prepared for work as a doctor, or that they were reassured that they would be able to manage the work, but a small number reported a reduction in their perceptions that they would cope (for example, 'I don ' t think I will cope as an F1 [junior doctor] -questioning if I am going to be able to do this as my job'). We have interpreted comments such as these as expressions of reduced self-effi cacy for the work of a doctor (self-effi cacy is an individual ' s belief in their ability to achieve specifi c mastery).
2 This is congruent with other work in which simulation training was shown both to increase students' self-effi cacy regarding intermediate life support and to generate anxiety and fear related to performing this skill, both in simulated and real clinical environments. 3 However, we are not aware of any published work that looks at self-effi cacy in simulations where students must take individual responsibility for whole patient encounters and all the decisions that they have to make within them.
Given the importance of the transition to being a doctor faced by students in the fi nal year, it was important to address the possible reduction in selfeffi cacy. We did this primarily by changing the content and structure of the debriefi ng session: we moved the distribution of the written feedback (provided by the SPs and faculty staff for the students) to the end of the session, and focused the early part of the discussion on the safe and effective outcomes for the cases. The rationale for this was that students would have time to refl ect on what they had done and to prepare themselves for the feedback. We made the session leaders aware of the evaluation fi ndings and asked them to be alert to students' reactions and to specifi cally signpost students to faculty member support. The effect of the sessions on students' selfeffi cacy is an area for further work. We continue to evaluate the sessions and have included changes to the topic guide for the focus groups to explore the question of potential impacts on participants regarding the transition from student to doctor.
From this work, we have concluded that students perceive the SECO sessions to have educational value. Although they are resource intensive, they are feasible to deliver for whole year groups. The potential for negative effects on students' perceptions about their ability to work as doctors must be considered and addressed during debriefi ng sessions.
